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THERAPEUTIC CHALLENGES

Selecting Candidates for Radical Prostatectomy
Herbert Lepor, MD

New York University School of Medicine
New York

Men with clinically localized prostate cancer and their physicians are faced with
the management decision of radical prostatectomy, radiation therapy, or watchful
waiting. Who is the best candidate for radical prostatectomy? Is cure the only 
relevant outcomes parameter? Does age make a difference? Are imaging studies
necessary? This review provides answers, step-by-step, in the decision-making
process. [Rev Urol. 2000;2(3):182-189]
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Prostate cancer is currently the second leading cause of cancer-related deaths
in American males. In 1996, an estimated 300,000 cases of prostate cancer
were diagnosed, and 41,000 men died of the disease.1 Clinically localized

prostate cancer is the diagnosis in an increasing proportion of men.2 Radical
prostatectomy, radiation therapy, and watchful waiting are reasonable options for
the management of clinically localized prostate cancer. This article will review the
issues to be considered when selecting candidates for one of these options: radical
prostatectomy.

The primary indication for radical prostatectomy should be to cure prostate can-
cer. Therefore, the ideal candidate for radical prostatectomy is the person with dis-
ease that is pathologically confined to the prostate and who, if untreated, would
suffer morbidity or mortality from the malignancy.

Because the overall morbidity and mortality associated with a prostate cancer
depends not only on the aggressiveness of the tumor but also on the life ex-
pectancy of the host, selection of candidates for radical prostatectomy requires, at
a minimum, a comprehensive assessment of:

• Life expectancy.
• The natural history of the diagnosed prostate cancer.
• The ability of radical prostatectomy to cure the disease.
• The morbidity of radical prostatectomy.

Influential Factors
Age and Life Expectancy. The life expectancy of men with clinically localized
prostate cancer is of paramount importance in the selection of candidates for rad-
ical prostatectomy. Since clinically localized prostate cancer does not represent an
immediate, life-threatening dilemma, the benefits of treatment are recognized on-
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ly if the patient survives long enough
to avoid future consequences of the
malignancy. Many experts in the sur-
gical management of prostate cancer
advocate that radical prostatectomy
should be offered only to men 70
years or younger or to those patients
with life expectancies exceeding 10
years.3-5 Although requirements for a
10-year life expectancy or an upper
age limit of 70 years are both reason-
able guidelines for selecting surgical
candidates, the patient’s general med-
ical condition and the aggressiveness
of the cancer should also be taken un-
der consideration.

The age-dependent life expectancy
of American males is presented in
Table 1.5 If one accepts a 10-year life
expectancy criterion for offering radi-
cal prostatectomy, then the majority of
men aged 60, more than half of men
aged 70, and more than one third of
men aged 75 would be appropriate
candidates for surgical intervention.

Clinicians can use Table 1 as a
guide during consultations regarding
the management of clinically localized
prostate cancer. Arbitrary adjustments
can be made based on comorbidities.
The life expectancy data should be 
superimposed on the natural history
data to determine ultimately the prob-
ability that treatment will have a fa-
vorable impact on the course of the
disease process.

Natural History. The natural history
of a disease refers to the progression
of the untreated disease over time.
Since not all men with a diagnosis of
prostate cancer are at risk from their
malignancy, assessing the natural his-
tory of a prostate cancer is a very im-
portant factor in selecting candidates
for radical prostatectomy.

It is of paramount importance to
discuss at great length with patients
the natural history of prostate cancer,
since the public is being bombarded
with information (or misinformation)
about the overtreatment of prostate
cancer. Summarizing the following 3
studies will address the controversies

related to the natural history of
prostate cancer.

The first study, by Johansson and
associates,6 claimed that only 8.5% of
223 men presenting with clinically lo-
calized prostate cancer and managed
with deferred treatment died of the dis-
ease. This observation has been widely
misinterpreted to support watchful
waiting for all men with newly di-
agnosed clinically localized prostate
cancer. In this retrospective study, the
average age of men at the time of di-
agnosis was 72 years, and the follow-
up period, in some cases, was less than
7 years. Forty-seven percent died of
competing illnesses, and 67% of the
tumors were well differentiated. Thus,
the profile patient is not representative
of the typical patient who is consider-
ing prostatectomy4,7,8 (Table 2). The
“typical” patient reported by Johans-
son and colleagues was elderly, was
unhealthy, and had a low-grade malig-
nancy, and their conclusions cannot be
generalized to apply to the majority of
men with a diagnosis of clinically lo-
calized prostate cancer.

It is also important to point out that
death is not the only consequence of
untreated prostate cancer. Of the sub-
jects reported by Johansson and col-
leagues, 53% developed progressive
disease, and 29% underwent hormon-
al therapy and experienced hot flush-
es, decreased libido, and impotence.
My interpretation of this study is that
even a proportion of patients deemed
inappropriate candidates for radical

prostatectomy because of age, comor-
bidities, and minimally aggressive dis-
ease will suffer clinically significant
consequences of prostate cancer.

The second study, a retrospective re-
port by Albertsen and coworkers,9

compared the survival of men aged 
65 to 75 who had clinically localized
prostate cancer (diagnosed between
1971 and 1976) and were treated with
hormonal therapy with age-matched
controls. Of the 334 evaluable patients
with known Gleason scores, the per-
centages with well, moderately, and
poorly differentiated prostate cancers
were 13%, 48%, and 39%, respective-
ly. The tumor characteristics were
comparable to those of men undergo-
ing radical prostatectomy for clinical-
ly localized disease (Table 2). The im-
portant finding of this study is that
the mean survival of men with a diag-
nosis of moderately and poorly differ-
entiated clinically localized prostate
cancer was significantly decreased,
compared with controls (Table 3). On-
ly in the small subset of men with
well-differentiated tumors was there
no observed, statistically significant
difference in survival relative to 
age-matched controls. Thus, watchful
waiting should be considered a legiti-
mate option for men older than 65
with well-differentiated tumors.

The third study is a recent retro-
spective analysis reported by Aus and
coworkers10 of 301 Scandinavian men
with clinically localized prostate can-
cer managed with deferred treatment.

Table 1
Life Expectancies of American Males

Probability of survival (%)
Baseline age (year) 5-year 10-year         15-year 20-year
50 96 90 82 71
55 94 85 74 60
60 91 79 64 46
65 87 70 50 29
70 81 58 34 15
75 72 42 18 5
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The study population included all men
in a Swedish community who died be-
tween 1988 and 1990. The cause of
death, the presence or absence of
prostate cancer, and the age at the
time of diagnosis of prostate cancer
were evaluable for the entire study co-
hort. The probability of dying of (not
with) prostate cancer, based on age at
time of diagnosis, is presented in Table
4. The probability that a 70-year-old
Scandinavian man with a diagnosis of
localized prostate cancer died of
prostate cancer was approximately
50%. Based on this information, arbi-
trarily assuming that prostate cancer
is not a clinically significant disease
for men 70 years of age is a gross mis-
representation of the data related to
the natural history of this disease.

The fact that a detected cancer has
the potential to be aggressive and life-
threatening does not indicate that in-
tervention will achieve a cure. The

curability of prostate cancer at the
time of diagnosis is, therefore, a third
factor that should be considered in 
selecting candidates for radical
prostatectomy.

Predicting Curability. The cure of
prostate cancer requires complete ex-
tirpation or destruction of all prostate
cancer cells, since there is no com-
pelling evidence that hormonal thera-
py or chemotherapy increases survival
in men with localized or advanced
disease. The probability of achieving a
cure following radical prostatectomy
strongly influences the risk-benefit ra-
tio of intervention. Since localized
prostate cancer often has a protracted
natural history, long-term follow-
up data are mandatory to legitimize
claims related to cure.

The radical prostatectomy series of
Walsh and colleagues8,11-13 has become
the benchmark for the surgical man-
agement of prostate cancer in the

modern era. Of the 955 radical prosta-
tectomies performed by Walsh be-
tween April 1982 and March 1991,
only 2% were stage T1c. Of the radical
prostatectomies performed by me be-
tween January 1994 and December 31,
1997, more than 80% presented with
clinical stage T1c. Therefore, the ma-
jority of cases in the Walsh series with
15-year follow-up were not detected
by prostate-specific antigen (PSA)
screening. Since T1c tumors are more
likely to be organ-confined than are
T2 tumors, Walsh’s 15-year disease
and biochemical disease-free survival
data will likely improve with addition-
al follow-up. The overall 5- and 10-
year cause-specific survival rates in
the Walsh series were 96% and 93%,
respectively.8

The follow-up of most contempo-
rary surgical series is currently too
short to make definitive claims regard-
ing survival and surgical cure. In the
absence of these survival data, patho-
logic stage and postoperative serum
PSA measurements have become sec-
ondary end points for assessing surgi-
cal cure. Overall, 87% and 71% of
men in the Walsh series had no evi-
dence of biochemical recurrence 5 and
10 years following radical prostatecto-
my.8 Pathologic stage and Gleason
score were the best predictors of bio-
chemical failure.

As the large contemporary radical
prostatectomy series of Walsh and
others achieve more reliable 15-year
(and longer) follow-up, clinical, patho-
logic, and biochemical factors that
predict the curability of prostate can-
cer will be defined with very narrow
confidence intervals. Until these long-
term follow-up data are available, we
must continue to rely on clinical and
biochemical surrogate end points to
predict pathologic stage. Several 
investigators have examined the 
correlations between the preoperative
serum PSA value, Gleason score, and
clinical stage and the pathologic
stage.14,15 All of these preoperative
clinical factors are independently pre-

Table 2
Age and Tumor Grade of Men Treated With Radical 

Prostatectomy vs Deferred Treatment

Gleason score (%)
N Age (year) 2-4 5-7 8-10

Deferred treatment
Johansson (1992)6 223 72 66 30 4
Albertsen (1995)9 334 NR* 13 48 49
Aus (1995)10 297 NR* 33 39 28

Radical prostatectomy
Partin (1993)8 955 59.4 11 86 4
Zincke (1994)4 3170 65.3 9 66 25
Catalona, Smith (1994)7 925 63.9 21 66 13

*NR, not recorded.

Table 3
Effect of Clinically Localized Prostate Cancer on Survival

Mean survival (years)
Baseline age Gleason grade Gleason grade Gleason grade
(year) No cancer 2-4 5-7 8-10
65 15.8 16.1 11.3 7.9
70 12.7 13 8.8 5.9
75 10 10.2 6.7 4.4

continued on page 186
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dictive of pathologic stage. Multivari-
ate analysis demonstrates that the pre-
dictive value of pathologic stage is 
increased when all 3 factors are con-
sidered simultaneously. The composite
nomogram of Partin and colleagues16

is an excellent reference when select-
ing a candidate for radical prostatec-
tomy. Although these nomograms pre-
dict pathologic stage, there is no 
consensus as to when surgical inter-
vention is no longer advisable. Many
younger men with the probability of
an organ-confined tumor that com-
prises only 25% of the prostate may
select radical prostatectomy, since the
prospect of dying of their disease is
virtually 100% if their cancer is left
untreated.

The goal of preoperative staging is
to exclude those patients who are un-
likely to be rendered disease-free fol-
lowing radical prostatectomy. It is
generally assumed that the presence of
gross capsular penetration, seminal
vesicle invasion, lymph node metas-
tases, and systemic metastases dimin-
ishes the probability of a surgical cure
to the point that the wisdom of radical
prostatectomy must be seriously ques-
tioned. There are no data to support or
refute whether a noncurative radical
prostatectomy increases survival or
improves quality of life by achieving
local disease control or reducing the
risk of metastasis. In the absence of a
randomized study comparing radical
prostatectomy with deferred treatment
in high-risk candidates for extrapros-

tatic disease, my opinion is that radi-
cal prostatectomy is of little or no val-
ue in this clinical setting.

Imaging diagnostic studies are rou-
tinely obtained to exclude men who
are unlikely to benefit from radical
prostatectomy. Gross seminal vesicle
invasion and extracapsular penetra-
tion (clinical stage T3 disease) are like-
ly to be detected at the time of digital
rectal examination or by CT, transrec-
tal ultrasonography, or MRI. If surgi-
cal candidates have extraprostatic dis-
ease, it is most typically at the micro-
scopic level. The limitation of clinical
staging is its lack of sensitivity and
specificity for detecting microscopic
capsular penetration or seminal vesi-
cle invasion.17

CT is routinely used preoperatively
to detect pelvic lymph node metasta-
sis. Epstein and coworkers18 reported
that approximately 10% of patients
with clinically localized carcinoma of
the prostate will have metastasis to the
pelvic lymph nodes. This incidence is
higher than in more contemporary
surgical series. Nevertheless, only 1%
of the positive-staging pelvic lymph-
adenectomies were found to have suf-
ficient volume of nodal disease to be
detected by CT. Therefore, CT is not a
reasonable staging modality for iden-
tifying pelvic lymph node metastases
in patients with clinically localized
carcinoma of the prostate. There is no
reason to suspect that a pelvic MRI
would be more likely to detect mi-
crometastatic lymph node metastasis.

The Prostascint scan uses indium
111–labeled CYT-356 (an antibody
conjugate directed to a glycoprotein
found primarily on the cell surface
membranes of prostate tissue) to iden-
tify residual prostate cancer in the
prostate bed or metastasis to lymphat-
ic tissue, soft tissue, or bone.19 The
sensitivity and specificity of this scan
for detecting pelvic lymph nodal
metastasis in a large consecutive co-
hort of surgical candidates undergoing
lymphadenectomy has not been re-
ported.

The skeletal system represents the
predominant site of systemic prostate
cancer metastases. The primary limita-
tion of a radionuclide bone scan for
identifying skeletal metastasis is its
lack of specificity. Chybowski and col-
leagues20 reported that radionuclide
bone scans were always negative in
subjects with serum PSA levels lower
than 15 ng/mL. With this in mind, I
do not routinely obtain a bone scan
on patients with PSA levels lower than
15 ng/mL, provided the tumor is not
poorly differentiated and there are no
new musculoskeletal symptoms.

The majority of urologists obtain
routine CT, MRI, and radionuclide
bone scans on all candidates for radi-
cal prostatectomy. The evidence sug-
gests that the routine use of these
studies provides little or no clinically
relevant information that will influ-
ence management. In an era of cost
containment, there are many opportu-
nities to reduce costs without compro-
mising quality of care. The annual
cost savings achieved by simply elim-
inating these unnecessary diagnostic
tests will exceed $450 million.

The limitations of imaging for the
staging of prostate cancer have pro-
vided the opportunity to develop nov-
el strategies for determining which
surgical candidates are at high risk for
treatment failure. Katz and cowork-
ers21 reported that the reverse tran-
scriptase-polymerase chain reaction
(RT-PCR) assay for PSA was a useful
predictor of extraprostatic disease in

Table 4
Probability of Dying of Cancer for Men With Clinically Localized

Prostate Cancer Treated With Noncurative Intent

Age at diagnosis (year) Probability of dying of cancer (%)
50-55 100
56-60 75
61-65 75
66-70 60
71-75 50
76-80 40

continued from page 184
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men undergoing radical prostatecto-
my. Of those men assayed with docu-
mented systemic skeletal metastasis,
only 75% were found to have a posi-
tive RT-PCR assay for PSA. It is diffi-
cult to imagine that this assay reliably
discriminates between organ-confined
and microscopic extraprostatic disease
when the assay is undetectable in 25%
of patients with diffuse skeletal metas-
tasis.

Lymphadenectomy is often routine-
ly performed at the time of radical
prostatectomy. Most urologists will
abort the radical prostatectomy if the
frozen-section diagnosis shows lymph
node involvement, since there is no
evidence that removing the prostate
results in a survival advantage.

The probability of positive lymph
nodes can be predicted from the pre-
operative serum PSA level, clinical
stage, and Gleason score.16 If the prob-
ability of lymph node metastasis is
lower than 2%, I no longer perform 
a staging pelvic lymphadenectomy,
since I believe the risk of 98 “unnec-
essary pelvic lymphadenectomies” ex-
ceeds that of 2 such procedures. I do
not perform a staging pelvic lymph-
adenectomy if both the Gleason score
is lower than 6 and the serum PSA
value is lower than 10 ng/mL.

In summary, serum PSA level, clini-
cal stage, and Gleason score should be
used routinely to predict the patholog-
ic stage of radical prostatectomy can-
didates, recognizing the inherent limi-
tation of pathologic stage in predict-
ing cure. Imaging studies, the RT-PCR
assay for PSA, and scintigraphy are
expensive and have no proven role in
the selection of candidates for radical
prostatectomy.

Morbidity of Radical Prostatectomy.
The decision to select radical prosta-
tectomy should also be influenced by
the morbidity of the surgical interven-
tion. Surgical candidates must ulti-
mately balance the risks and benefits
of treatment. The intraoperative and
perioperative risks of surgery can be
accurately ascertained from the litera-

ture; the benefits of surgery are more
difficult to define.

The overall morbidity of radical
prostatectomy includes intraoperative
and perioperative complications and
the impact of impotence and inconti-
nence on quality of life. Since 1994, I
have performed more than 1000 radi-
cal retropubic prostatectomies without
a single operative mortality. One man
died of myocardial infarction (MI) at
home within 30 days of surgery. Only
1 case required reoperation within the
first 30 days of the original procedure.
The rate of technical complications in
this series, including rectal injuries, is
0.4%, and of ureteral injury, 0.1%.
There was a single case of a prolonged
ileus (0.1%). The incidence of cardio-
vascular complications includes MI
(0.15%), cardiovascular accident (0%),
pulmonary embolism (0.3%), and deep
venous thrombosis without pulmonary
embolism (0.4%). These mortality and
morbidity rates compare favorably
with other large radical prostatectomy
series.22 Based on my experience, sur-
gical candidates are counseled that the
risk of a life-threatening intraopera-
tive or perioperative complication is
approximately 1%. Radical prostatec-
tomy can be offered with the expecta-
tion of an uneventful hospitalization
and recovery. Of the 251 radical pros-

tatectomies I performed in 1999, the
mean length of hospital stay was less
than 2 days. Hospital discharge was
permitted only if the pelvic drain was
removed and the patient was afebrile
and tolerating a regular diet.

The primary long-term complica-
tions associated with radical prostatec-
tomy are incontinence and erectile
dysfunction. The incontinence rates
reported in the literature vary between
5% and 31%.23-29 This wide range of
incontinence rates most likely reflects
different definitions of continence,
different mechanisms for assessing
continence, and the varying technical
abilities of the surgeons. I counsel pa-
tients that total incontinence is rarely
(if ever) associated with radical prosta-
tectomy. I emphasize that it may take
up to 1 year to regain maximal uri-
nary continence and that 10% to 15%
of men will have some degree of per-
manent stress incontinence. Of the
men with any degree of stress incon-
tinence, approximately half wear 1
small protective shield over a 24-hour
interval, so the incontinence is of lit-
tle or no bother. The remaining pa-
tients require 1 to 3 shields (not dia-
pers) a day; this degree of inconti-
nence does have some impact on
quality of life. Interestingly, 96% of
patients undergoing radical prostatec-

Main Points
• A 10-year life expectancy or an age limit of 70 years is a reasonable guideline for

selecting surgical candidates, but the patient’s medical condition and the aggres-
siveness of the cancer must be taken into account as well.

• Men older than 65 years with small, well-differentiated tumors may be candidates
for watchful waiting.

• The predictive value of the pathologic state is increased preoperatively when 
serum prostate-specific antigen (PSA) value, Gleason score, and clinical stage are
considered simultaneously.

• Routine use of CT, MRI, and radionuclide bone scans for all candidates for radical
prostatectomy provides little or no information to aid in management decisions.

• A staging pelvic lymphadenectomy may not be necessary if the Gleason score is
lower than 6 and the serum PSA value is lower than 10 ng/mL.

• Lack of reliable, objective outcomes data makes it impossible to compare directly
the morbidity of radical prostatectomy with that of radiation therapy.

• The priorities of the patient are key to management decisions for clinically local-
ized prostate cancer.
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tomy are satisfied or very satisfied
with their treatment decision and
overall outcome.

Approximately one third of men
older than 50 years have moderate or
severe urinary tract symptoms.30,31

In our series, radical prostatectomy
significantly improved the American
Urological Association (AUA) symp-
tom score in men presenting with
moderate or severe symptoms. In men
with a baseline AUA symptom score
of 8 or greater, the mean AUA symp-
tom score decreased from 12.8 to 6.1
at 1 year following radical prostatec-
tomy. This 52% decrease in the 
AUA symptom score is comparable to 
outcomes following transurethral
prostatectomy.32 The favorable effect
of radical prostatectomy on lower 
urinary tract symptoms counterbal-
ances the negative effects caused by
incontinence.

Preservation of potency following
nerve-sparing radical prostatectomy
ranges from 20% to 70%.7,24,27,33,34 The
preservation of potency depends on
age, clinical stage, and the preserva-
tion of one or both neurovascular
bundles. It is important to emphasize
that the majority of men who are ren-
dered impotent maintain a normal li-
bido and that the pleasure derived
from orgasm may not be significantly
altered. Thus, couples can achieve sex-
ual intimacy without an erection. For
couples for whom intercourse is essen-
tial for intimacy, erections can be 
restored pharmacologically by in-
tracavernous, intraurethral, or oral 
treatment.

The morbidity of radical prostatec-
tomy is limited primarily to inconti-
nence, impotence, and an occasional
non–life-threatening technical or
medical complication. The morbidity
of advanced prostate cancer includes
urinary retention, lower urinary tract
symptoms, gross hematuria and clot
retention, ureteral obstruction, painful
bony metastases, and spinal cord
compression. The morbidity of pallia-
tive intervention for advanced disease,

such as transurethral prostatectomy
and hormonal therapy, includes in-
continence, impotence, and hot flush-
es. The morbidity of advanced prostate
cancer and its treatment exceeds the
risk of radical prostatectomy by an
overwhelming margin. The obvious
challenge is to determine which indi-
viduals with surgically curable disease
are at risk for developing advanced
disease and to offer these patients rad-
ical prostatectomy.

Radical Prostatectomy vs 
Radiation Therapy
In the absence of a large-scale, ran-
domized study with 15-year follow-up
comparing both the effectiveness and
morbidity of radical prostatectomy
with radiation therapy, claims regard-
ing optimal treatment of localized
prostate cancer cannot be definitively
supported. The only randomized study
comparing radical prostatectomy with
radiation therapy, with a mean follow-
up of 8 years, showed a survival ad-
vantage for radical prostatectomy.35

The survival advantage of radical
prostatectomy became apparent with
longer follow-up. Despite the lack of
randomized, long-term comparative
studies, physicians must interpret the
existing literature and provide treat-
ment recommendations for those pa-
tients with localized prostate cancer.

Both radiation therapy and surgery
have undergone important modifica-
tions that have diminished treatment-
related morbidity. The impact of these
modifications on survival requires
longer follow-up.

Because of the lack of reliable and
objective outcomes data, it is not fea-
sible to compare directly the morbidi-
ty of radical prostatectomy with that
of radiation therapy. Serious, life-
threatening complications are exceed-
ingly rare following both radical
prostatectomy and radiation therapy.
The complications most commonly as-
sociated with both treatments have
quality-of-life implications. Conformal
external beam and interstitial radia-

tion cause erectile dysfunction, lower
urinary tract symptoms, rectal bleed-
ing, both rectal and urinary urgency
and, very occasionally, urinary incon-
tinence. The quality-of-life complica-
tions of radiation therapy often be-
come clinically evident over time,
whereas they improve following radi-
cal prostatectomy. The majority of my
patients who have undergone radical
prostatectomy and adjuvant external
beam radiotherapy have indicated that
overall recovery from surgery was
easier.

Since the intraoperative risks in-
crease and the survival advantage de-
creases following radical prostatecto-
my as a function of age, there does
appear to exist a cohort of men with
localized prostate cancer for whom ra-
diation therapy may represent the pre-
ferred management. The specific pro-
file of this group has yet to be defined.

Summary
Selecting candidates for radical pros-
tatectomy is a challenging process for
both physician and patient. The life
expectancy of the patient, the natural
history and curability of the prostate
cancer, and the morbidity of treatment
and deferred treatment must be criti-
cally examined. Although the avail-
able clinical data providing this infor-
mation have inherent deficiencies, all
of these variables can be estimated
with reasonable accuracy. A concerted
effort should be made to provide the
patient with prognostic information
that is relevant to his age, his health
status, and the stage and grade of the
cancer. The patient must be intimate-
ly involved in the decision making,
since not all men selecting radical
prostatectomy will ultimately need or
benefit from surgical intervention.

A randomized study comparing
radical prostatectomy, radiation thera-
py, and watchful waiting that has ob-
jective quality-of-life measurements
and follow-up to the time of death
would undoubtedly provide the objec-
tive and conclusive data required to
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make definitive treatment decisions.
Nevertheless, educated decisions relat-
ed to the management of clinically lo-
calized prostate cancer must and can
be derived from the present literature.
The available data provide compelling
evidence that prostate cancer has a
clinically significant impact on sur-
vival and that radical prostatectomy
cures prostate cancer. Although a ran-
domized study may more precisely 
establish the age threshold for treat-
ment, many younger men participat-
ing in the study would be denied a
cure and would die prematurely of
their prostate cancer. Because of the
inherent uncertainties of life ex-
pectancy and the biologic activity of
the cancer, a randomized study will
never provide definitive recommenda-
tions for the individual patient. Thus,
the patient and his priorities will al-
ways play a pivotal role in decisions
related to the management of clinical-
ly localized prostate cancer.            ■
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